Background: Longitudinal patterns of chiropractic use in the United States, particularly among Medicare beneficiaries, are not well documented. Using a nationally representative sample of older Medicare beneficiaries we describe the use of chiropractic over fifteen years, and classify chiropractic users by annual visit volume. We assess the characteristics that are associated with chiropractic use versus nonuse, as well as between different levels of use. Methods: We analyzed data from two linked sources: the baseline (1993)(1994) Approximately 42% of the users consumed chiropractic services only in a single calendar year while 38% used chiropractic in three or more calendar years. Chiropractic users were more likely to be women, white, overweight, have pain, have multiple comorbid conditions, better self-rated health, access to transportation, higher physician utilization levels, live in the Midwest, and live in an area with fewer physicians per capita. Among chiropractic users, 16% had at least one year in which they exceeded Medicare's "soft cap" of 12 visits per calendar year. These over-the-cap users were more likely to have arthritis and mobility limitations, but were less likely to have a high school education. Additionally, these over-the-cap individuals accounted for 58% of total chiropractic claim volume. High volume users saw chiropractors the most among all types of providers, even more than family practice and internal medicine combined. Conclusion: There is substantial heterogeneity in the patterns of use of chiropractic services among older adults. In spite of the variability of use patterns, however, there are not many characteristics that distinguish high volume users from lower volume users. While high volume users accounted for a significant portion of claims, the enforcement of a hard cap on annual visits by Medicare would not significantly decrease overall claim volume. Further research to understand the factors causing high volume chiropractic utilization among older Americans is warranted to discern between patterns of "need" and patterns of "health maintenance".
Background
Complementary and Alternative Medicine (CAM) use in the United States has been examined over the past twenty years, however the patterns of use have not been consistently described due to the heterogeneity of underlying study methods [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] . The Institute of Medicine's (IOM) 2005 Report on CAM suggested additional studies were needed to better understand all CAM therapies being used by the American public, the populations that use them, and what is known about how those services are provided [11] . The IOM suggestion was in response to the high rate of growth in both the utilization of and expenditures for CAM over the prior decade.
Among the various CAM modalities, chiropractic is the most identifiable, and one of the largest and most established in the United States [12] . Regulated in all fifty states and the District of Columbia, it is commonly covered by both private and public health insurance plans, with coverage mandated in 46 states [13] . As evidence of its therapeutic validity has grown in the treatment of lower back pain, so has the demand for chiropractic services.
Prior to the 2005 IOM Report there were six national surveys of CAM use in the United States that identified chiropractic as a separate CAM category. Annual chiropractic prevalence rates employing these survey data vary from 6.8%-7.6% [3] [4] [5] to 10.1%-11% [1, 2] and as high as 16% [6] . While these estimates were for use across the 1990's, the variance in reported rates raises questions about the methods used to ascertain individuals' levels of chiropractic use. More recently, the 2007 National Health Interview Study (NHIS) reported an annual prevalence of "chiropractic or osteopathic manipulation" of 8.6% [7] . Davis and colleagues examined the Medical Expenditure Panel Survey (MEPS) data, which included claims data to validate self-reported use of health services, and estimated 12.6 million adult users of chiropractic in 2006 [8] , which based on the U.S. Census [14] results in a prevalence rate of 5.6%.
The wide range of annual prevalence figures for chiropractic use in the United States reflects variability in study design, survey definitions and categories, time periods, and populations. Seven of the studies [1] [2] [3] [4] [5] [6] [7] relied solely on self-reported use. As such, reported prevalence figures may be inaccurate representations of actual use among U.S. adults. And while the seven national surveys provide annual U.S. chiropractic prevalence figures, they are single-year estimates that range non-contiguously over the 1990 to 2007 period.
Beyond differences in study design, this body of research provides little insight into health, demographic, and socioeconomic factors associated with chiropractic use. Understanding who uses chiropractic and why are salient research questions posed by the IOM Report [11] . While these seven surveys measure chiropractic use among all adults over the age of 18 (and more recently include the category of use among children under 18 years of age [7] ), none have specifically concentrated on chiropractic use, longitudinal patterns of use, or the characteristics of users.
Furthermore, none of these studies have provided insight into the use of chiropractic by older adults [9] . It is important to understand the use of chiropractic in this age group because of both clinical differences in these patients due to age-related frailty, as well as the fact that Medicare uses public funds to pay for chiropractic for its beneficiaries. Wolinsky and colleagues were the first to address the use of chiropractic services by this cohort in the early nineties, and to include a longitudinal element (i.e., a four-year observation period) to the research [9] .
We contribute to this literature by examining longitudinal patterns of chiropractic use over 15 years as well as the factors associated with use versus nonuse. The 15-year period allows us to observe variability in chiropractic utilization across calendar years and to explore the stability of annual prevalence over time.
A second contribution of this paper is that we examine characteristics associated with two types of chiropractic users-those that exceed Medicare's "soft cap" of 12 visits in any given calendar year, and those that use fewer chiropractic services. While Medicare does not have a "hard cap" on annual chiropractic visits, it has stipulated that more than 12 visits in any calendar year would likely not be medically necessary and hence may not be coverable [15] . An estimate by the Office of Inspector General (OIG) put the amount spent by Medicare in 2001 on medically unnecessary chiropractic services at more than $251 million, or 55% of total chiropractic services provided to Medicare beneficiaries [15] . Thus, our analyses add a new dimension to understanding utilization variability within an older population uniformly covered by Medicare.
Methods

Data
Our analyses were performed using two linked data sources: (1) the baseline (1993-1994) interview responses of self-respondents in the Survey on Assets and Health Dynamics Among the Oldest Old (AHEAD); and, (2) the Medicare carrier claims for those respondents from 1993 to 2007. The design and sampling approach in the AHEAD have been well described elsewhere [16] [17] [18] [19] . All analyses are weighted to adjust for the over-sampling of African-Americans, Hispanics, and residents of Florida.
Sample
There were 7,447 older adults who completed baseline AHEAD interviews in 1993-1994. A total of 1,937 people were excluded from the analytic sample due to (a) the inability to link their Medicare claims (N = 802), (b) being in a managed care Medicare plan at baseline (N = 605), or (c) not being a self-respondent at baseline (N = 530). The final analytic sample consisted of 5,510 individuals, some of whom were censored post-baseline due to death (N = 3,369) or subsequent enrollment in managed care (N = 988). In previous work propensity score re-weighting was used to address the potential sample selection bias introduced by these exclusion criteria; however, such adjustments did not meaningfully alter the results and thus were not used here [20] .
Measuring Chiropractic Use
Chiropractic visits were identified by using the Health Care and Financing Administration's (HCFA) specialty provider code for chiropractors in the Medicare carrier claims file. Claims were aggregated to the individual level in each calendar year of service, as well as across the entire period for which the user was in the sample. Users were partitioned into two groups: those exceeding the 12 chiropractic visit "soft-cap" in any calendar year (high volume users) and those with 12 or fewer annual chiropractic visits in any calendar year (lower volume users).
Framework for selection of covariates
The AHEAD survey data contains a litany of information on individuals, the totality of which has not been available in previous studies of chiropractic use. In order to bring structure to our inclusion of covariates, we selected them based on Andersen's Behavioral Model of Health Services Use [21] . This model highlights predisposing characteristics that play a role in predicting and explaining health services use in general, and for our analysis, chiropractic use. Variability in demographic factors, such as age, gender, and race could be expected to play a role in explaining chiropractic utilization variation. Social structure variables like education, marital status, and income might also influence why services are sought. Personal enabling resources like having a job, having supplemental insurance, and being able to drive a car would predictably improve access to chiropractic. Need for services can be differentiated by "evaluated" need, such as that identified by a health provider (i.e. arthiritis), or "perceived" need, such as how people view their own health status, functional limitations, psychosocial state, or experience symptoms of pain and illness. Health behavior and lifestyle choices, such as smoking, alcohol consumption, and weight also arguably reveal individual preferences for health that may affect demand for chiropractic. Prior health services utilization measures indicate individual propensity to use health services and prior access to these services. Measures of physician supply, rural-urban characteristics, and distance to a chiropractic college are also included in our model to provide indicators of access and possible familiarity with chiropractic as a health profession. Geographic location measures may reflect differences in regional preferences for chiropractic. All covariates were obtained from baseline interview responses to the AHEAD survey, with the exception of the distance to chiropractic college measure, which was calculated as the distance between a subject's baseline census tract and that of the nearest chiropractic college.
Demographic, socioeconomic and geographic variables
Demographic covariates are age at baseline, sex, race, and marital status. Socioeconomic measures included educational attainment, income distribution (quintiles), the number of supplemental health insurance policies (zero vs. one or more), whether the respondent was working for pay at baseline, and whether the subject was able to drive a car or not. We included a set of indicators measuring geographic location based on the Health Resources and Services Administration's (HRSA) ten region definition [22] , with the Midwest region as the reference group. A measure of rurality was also included, defined by whether a person lived in a nonmetropolitan (rural) or metropolitan (non-rural) area. The final measure of geographic interest was distance to nearest chiropractic college. This was included because relative nearness to a chiropractic college might influence local demand for chiropractic care, and chiropractic college graduates may be more likely to locate closer to these institutions thereby increasing supply of the service. Distance was re-coded into two categorical levels: near (under 150 miles to the nearest chiropractic college) and far (greater than 150 miles to the nearest chiropractic college).
Health and health services use measures
Disease history and comorbidity were measured by participants' responses to survey questions about whether they were ever told by a medical doctor they had a specific health condition. The health conditions included were arthritis, cancer, any heart condition, diabetes, lung disease, hip fracture, or hypertension. In order to reflect the extent of a respondent's comorbidity, we re-coded the count of comorbid conditions into four categories: zero, one (reference category), two, or three or more comorbid conditions. Self-rated health measures at baseline assessed each respondent's view of their own health in terms of "excellent", "very good", "good", "fair", or "poor".
Functional health status was measured in multiple ways. The first was how the respondent answered the question "Are you often bothered by pain?"(yes/no). In addition to the standard activities of daily living (ADLs) and instrumental activities of daily living (IADLs), the AHEAD respondents were asked about five additional measures of upper and lower body limitations to further assess physical impairment. These measures were 'difficulty picking up a dime', 'difficulty lifting ten pounds', 'difficulty pushing or pulling large objects', 'difficulty climbing a flight of stairs', and 'difficulty walking several blocks'. We included pain, ADLs, IADLs, and the additional measures of physical function in our analysis because these are conditions likely to be associated with seeking chiropractic care.
Because pain and lack of physical function are also associated with depression and cognition in older adults, we also included measures of depressive symptoms based on a respondent's score on the Centers for Epidemiologic Studies Depression (CES-D) [23] and measures of cognition based on their scores from the Telephone Interview for Cognitive Status (TICS-7) [24] . In assessing depressive symptoms we classified individuals into three categories: zero depressive symptoms (reference group), one or two depressive symptoms, or three or more depressive symptoms. Similarly we classified cognitive function into three discrete groups: zeroto-ten on the TICS-7 (low cognitive functioning), eleven-to-thirteen on the TICS-7 (normal functioning, and the reference category), and fourteen-to-fifteen on the TICS-7 (high cognitive functioning).
Health lifestyle related factors included cigarette smoking, alcohol consumption, and body mass. Cigarette smoking and alcohol consumption could be related to a person's way of coping with physical pain [25] . Respondents were asked to describe themselves as a current smoker, former smoker, or someone who has never smoked. We re-coded these responses into a single indicator of 'never smoked' versus 'current and/or former smoker' in order to discern between those who might have other underlying health conditions from smoking from those who never smoked. Regarding alcohol consumption, respondents were asked if they ever drank beer, wine or liquor, and if they did how many drinks they averaged per week. In this analysis we used the 'ever drink' variable indicating that a respondent has at least one alcoholic drink during a week vs. never drinking alcohol. BMI measures (kg/m 2 ) were included to reflect a potential association between carrying excess weight and back pain. In our study we have four BMI categories: obese ≥ 30 BMI, overweight 25 ≤ BMI < 30, normal weight 18.5 ≤ BMI < 25, and underweight < 18.5 BMI. The normal weight group was the reference category.
Two measures of health services use in the twelve months prior to baseline interview were included: hospital stays (raw count) and the number of physician visits. With regard to the measure of physician visits, the AHEAD survey asks how many times the respondent talked to a medical doctor about their health in the last 12 months, so this measure does not capture visits to non-MD health providers. These are included as baseline indicators of access to health services as well as health status markers. To capture non-linearities in outpatient services use this variable was re-coded into four levels based on the number of physician visits: one or fewer physician visits, two to three physician visits, four to six physician visits, and seven or more physician visits. The reference category was two to three physician visits. A third variable was included to represent the supply of physicians at the local level, as measured by the number of active, nonfederal MDs per 1,000 people in the respondent's county of residence.
Analytic Approach
Two separate binomial logistic regression was used to identify factors associated with (1) chiropractic use, and (2) conditional upon any use, to identify factors associated with high levels of annual chiropractic use (i.e., those exceeding a "soft cap" of 12 visits in a calendar year versus lower levels of annual use). The logistic regression models used forced entry that included all covariates described above to determine the odds of using chiropractic versus not using. The odds ratios for each of the covariates in the second regression are of being in the high user group versus not being in the high user group. No interaction terms were hypothesized or included in these analyses. In each logistic regression we followed standard procedures for model development and evaluation [26] [27] [28] .
Results
Descriptive
Among the 5,510 subjects there were 15,716 primary and secondary chiropractic visits in the 15-year period. There were 806 users resulting in a period prevalence of 14.6%. The mean annual prevalence of chiropractic use was 4.8% (range 4.1% -5.4%) and the average number of visits per chiropractic user was 19.5. To test statistical significance we used t-tests for continuous variables and χ2 tests for indicator variables.
Group means for all variables across nonusers and users appear in Table 1 . Based on a comparison of the means of the sub-samples, chiropractic users were on average younger than nonusers, a higher percentage were white, had more education and higher income, had more insurance policies, were able to drive, and were married at baseline. Geographically, a lower percentage of chiropractic users lived in the Northeast, Mid-Atlantic, Southwest, and Mountain regions while a higher percentage lived in the North-Central, Midwest, and Pacific-Northwest regions of the United States. A higher percentage of chiropractic users lived in rural areas.
Of the disease conditions, on average fewer chiropractic users had been told they had a heart condition, diabetes, lung disease, hip fracture, or hypertension. A higher percentage of chiropractic users had zero comorbid conditions while a lower percentage had three or more comorbid conditions. Among functional status measures, chiropractic users had a lower mean value for functional limitations such as difficulty picking up a dime, difficulty lifting ten pounds, difficulty pushing or pulling large objects, difficulty climbing one flight of stairs, and difficulty walking several blocks. Chiropractic users had lower ADL and IADL means, indicating fewer difficulties with activities of daily living and instrumental activities of daily living. In the depressive symptoms categories, chiropractic users on average had fewer depressive symptoms. A higher proportion of chiropractic users relative to nonusers also had higher TICS-7 scores, reflecting higher cognitive functioning. Among the health lifestyle factors a higher percentage of chiropractic users relative to nonusers drank alcohol and were overweight. On average, more chiropractic users rated their health as excellent or very good compared to nonusers, and fewer had any hospitalizations in the prior twelve months. A greater proportion of chiropractic users relative to nonusers also lived in counties with fewer physicians per 1,000 capita Table 2 shows the adjusted odds ratios (AORs) and 95% confidence intervals for all covariates in the model. Statistically significant effects are shown in bold face. The odds of using chiropractic were lower for men, African-Americans, and other non-Hispanic races. For people who never married or were widowed, the odds of chiropractic use were lower relative to those who were married. Respondents with three or more comorbid conditions were 1.83 times more likely than those with one comorbid condition to be a chiropractic user. People with lung disease and hypertension were at lower odds of using chiropractic, as well as those with higher mean IADLs. People who experienced pain often had 1.5 times the odds of using chiropractic relative to those not experiencing pain often. People who were able to drive at baseline had almost two times the odds of those not able to drive of using chiropractic. Among the weight categories, people that were overweight (relative to normal weight) were 1.26 times more likely to be a chiropractic user, while those who were underweight were at lower odds of using chiropractic. People with "very good" and "excellent" self-rated health had 1.6 times the odds of using chiropractic relative to those with "poor" self-rated health. High physician service utilizers, as measured by those with greater than seven visits to a physician in the past year, were 1.4 times more likely than those with two to three visits in the prior year to use chiropractic. Geographically, people living in the Northeast, Midatlantic, Southeast, Southwest, Mountain, and West regions had lower odds of using chiropractic than those living in the Midwest. Respondents living in counties with a higher number of physicians per capita had slightly lower odds (0.916) of using chiropractic. The C-statistic for the model was 0.715, indicating a good fit of the model to the data. The Hosmer and Lemeshow goodness-of-fit test provided additional support based on a p-value of 0.1651, indicating no evidence of a lack of fit to the data.
Binomial Logistic Regression Model
Patterns of Chiropractic Use
Forty-two percent of the 806 chiropractic users made their visits over a single calendar year. Nearly 20% of chiropractic users had visits over a two-year period, while 38% had visits spanning three or more calendar years, indicating substantial heterogeneity in the consistency of chiropractic use over time.
Of the 806 respondents who used chiropractic, there were 130 users (16%) who exceeded Medicare's "soft cap" of 12 chiropractic visits in any of the calendar years in which they used chiropractic. Although small, this high volume user group accounted for nearly 58% of the total chiropractic claims volume (9,080 out of 15,716). On a calendar year basis the portion of all chiropractic users that exceeded the "soft cap" of 12 chiropractic visits (high volume user group) grew from 4.6% in 1993 to almost 15% by 2007, although this percentage in part reflected a declining number of people in the total chiropractic user group due to death and censoring while the number per year of high volume users was relatively flat over the period. For the same reasons, high volume chiropractic users' claim volume in each calendar year grew from 18% in 1993 to over 45% in 2007, averaging about 45% of the total chiropractic claim volume in the 1998-2007 period. Approximately 15% of the claims from this group would be disallowed if a "hard cap" threshold of 12 visits per calendar year was enforced. Figure 1 shows the distribution of chiropractic users by year and the percentage of high volume users over the 15-year period. Figure 2 shows the annual claim volume attributable to high volume users and the percentage of claims that exceed a 12 visit threshold.
Descriptively, the high volume chiropractic users were on average younger than the lower volume users, had a higher mean proportion of one or more health insurance policies, a lower mean for IADLs, and more often lived in the North-Central region of the United States compared to lower volume users. Logistic regression revealed that high volume users had 0.516 the odds of lower volume users of having a high school education relative to "some high school". High volume users were almost 2.5 times more likely than lower volume users to have arthritis, and about 2.4 times more likely to have difficulty picking up a dime. The C-statistic for the model was 0.707. The Hosmer and Lemeshow test pvalue was 0.2550, an indication of adequate fit between model and data. The AORs are reported in Table 3 .
Distribution of Specialty Providers
High volume users saw chiropractors more than any other specialty provider covered by Medicare. Among all provider claims for this group, chiropractic ranked first with 21.5% of the total volume, more than internal medicine and family practice combined. Comparatively, chiropractic claims volume was only 4.1% of the total claims volume for the lower volume chiropractic user group, similar to the distribution pattern of the nonuser group. Table 4 shows the distribution of the top most frequently seen provider specialties by user and nonuser groups.
Discussion
In this article we examined chiropractic use over a 15-year period using a large nationally representative sample of Medicare beneficiaries in the United States to identify factors associated with chiropractic use and different levels of volume utilization. Our analysis provides several insights of interest. First, we find the average annual prevalence of chiropractic to be 4.8% (range 4.1% to 5.4%) which is lower than previous estimates of national adult chiropractic use, but consistent with Medicare's estimate of use in their covered population [15] and estimates in prior work by Wolinsky and colleagues [9] . We find that those who were less healthy on certain dimensions were more likely to use chiropractic. We also find that those living in specific regions of the country, along with certain measures of access, predict chiropractic utilization. Lastly we find that high volume users, defined as those that exceed the "soft cap" set out by CMS, have distinctly more chiropractic visits than any other provider type, though there are few characteristics that differentiate those who are high volume users from those who are low volume users. While a higher number of comorbid conditions predicted being a chiropractic user, interestingly there was no difference in objective measures of physical function. Given that reporting being bothered by pain often was predictive of chiropractic use, this may indicate that using chiropractic helps maintain function even in the presence of painful conditions. Self-rated health of very good or excellent was also associated with chiropractic use, suggesting chiropractic users were subjectively healthier, in spite of having a higher number of comorbidities.
With respect to access, those who had more physicians per 1000 individuals in their county were less likely to use chiropractic, which could be due to competition or coordination effects in the market, or that chiropractors serve as alternative source of primary care when physicians are in short supply. We would argue that coordination is the case, given that the bulk of chiropractic claims are for chiropractic manipulation and that those who were the highest users of physicians in the twelve months prior to baseline were more likely to be chiropractic users as well. Those living in rural areas had no higher odds of using chiropractic, in contrast with findings from regional studies of chiropractic use [29, 30] . People living outside the Midwest and Pacific Northwest were less likely to use chiropractic, which was consistent with other work on regional patterns of use [30] .
Conditional upon any chiropractic use, however, there was not much difference between those who exceeded Medicare's "soft cap" of 12 visits per year and those with fewer annual visits. Indeed, after adjusting for all covariates the only significant differences among chiropractic user types were that high volume users were less likely than lower volume users to have a high school education relative to 'some high school', but were more likely to suffer from arthritis and fine motor function limitations as measured by difficulty picking up a dime. The presence of a painful and chronic health condition like arthritis, along with some limited physical functioning, fit naturally within a model predicting high volume chiropractic use. The patterns of chiropractic utilization over the 15-year period indicate two distinct groups of users. While 42% of users had visits occurring in just a single calendar year, a second mode of chiropractic utilization occurred where 38% of users sought care over three or more years, reflecting a more persistent use pattern. This latter group warrants further investigation to determine if the patterns are driven by the chronic health needs and geographical access differentials among health care providers (as the evidence would indicate), or whether their utilization is driven by other reasons, such as seeking to "maintain" health. The former reason would be justified for Medicare coverage under current policy, while the latter would not [15] . The high claim volume, the types of procedures performed, and the relative ranking (among all service providers) of chiropractor-provided care in the high volume user group-taken in tandem with this group's higher odds of having arthritis and mobility limitations-paints a picture of a group of older individuals seeking ongoing chiropractic care to address chronic and painful health conditions. A separate analysis of procedure code distributions in the two different volume groups provided some clues into the different health needs of the Note: Not all specialty codes are listed so sum of specialties does not add up to 100%.
two types of users. The high volume user group had a heavier concentration of two specific procedure codes that relate to manipulation of multiple spinal regions (989.41 and 989.42), indicating complex conditions that potentially justify higher utilization by these subjects. Given that those with more education had a protective effect against being a high volume user, and arthritis increased the odds of being high volume, some of this difference could be potentially tied up in lifetime accumulation of musculoskeletal stress, assuming of course that higher levels of education are correlated with occupations that reduce musculoskeletal stress. From a policy perspective, if Medicare were to go from their current "soft cap" policy to enacting a "hard cap" on chiropractic utilization based on a threshold of 12 annual visits, the claims volume for chiropractic might drop by 15% per calendar year. If the people most affected by this policy change were to instead substitute other medical providers for their care, (rather than go without care at all), Medicare may see an increase in expenditures on other, better compensated providers. The profile of subjects in the high volume group suggests that their seeking of chiropractic services is driven by both medical need and geographical access limitations to physicians, so enforcing a "hard cap" on this group could have unintended health consequences. Moreover such a policy change would affect a relatively small group of intense older chiropractic users.
Limitations
There are several limitations to our study. First, AHEAD does not contain measures of health beliefs and preferences for chiropractic. Having such a measure could provide insightful differences between those who seek chiropractic care versus those who do not. Second, we did not have good measures of local chiropractor supply. While the distance to nearest chiropractic college measures chiropractor diffusion and availability, it was not significant in any of the models. This may be because it genuinely doesn't reflect chiropractic supply or familiarity with chiropractic practice (thereby influencing demand), or because it was crudely categorized. A third limitation is that our analyses are based on chiropractic claims volume, not on episodes of care. In future analyses, a distinction should be made between high volume users whose claims reflect an 'episode' of care versus those whose patterns of use indicate regular, periodic chiropractic maintenance treatments. The latter are more exactly the target of Medicare's "soft cap" policy.
Conclusion
Chiropractic utilization is not monotonic among older adults. Distinct patterns can be discerned between those who use frequently and persistently versus those who use neither frequently nor persistently, with only a handful of characteristics (i.e. more education, having arthritis and fine motor skills limitations) distinguishing high from low volume users. In light of a specific Medicare policy that uniformly covers all eligible beneficiaries, the differences in chiropractic utilization within the AHEAD cohort is an interesting study of utilization variability and the factors that influence that variability. Future research would benefit from data on occupation and other factors that determine lifetime accumulation of musculoskeletal stress.
